Sixteen women who had had hysterectomies and eighteen women who had had mastectomies were mailed the Oregon Sex Inventory to see if any significant differences in sexual behavior occurred before or after surgery.
INTRODUCTION
The relationship of breast development to the physiological maturing of. women was discussed by M. Bard (1955,. 656-671) who wrote that the female breast has been so idealized in the United States that it has become a major source of a woman's identity with the feminine role. In addition, the size and shape of the breasts are often related to a woman's sexual desirability. As a result, breast development plays a singularly important role in the psychology.of the American woman.
Each year one out of every 19 American women is ·affected by breast cancer (Cancer News, 1967, No. 2, 15) . What happens tq a woman when she finds she must have a mastectomy and lose one or both of her breasts? In answer to this question Harrell recently wrote, "When cancer is diagnosed you have two choices, you can return to a corner and die a little each day or you can l·ive a fuller understanding of yourself (Harrell, 1972, 676-679) ." When a woman hears the final words· "You have a carcinoma of the breast," the impact has far-reaching consequences with which·she will have to deal. Are some women better prepared to handle a crisis, and is this crisis more deeply felt in some than others?
Statistically how much importance does a woman place on her breasts in relation to other parts of her body? Weinstein (1964, 291-295 ) administered a questionnaire concerning preferences for bodily parts to 1045 men and 986 women. Mean ranks of 12 parts in the female and 13 parts in the male were analyzed as a function of socioeconomic status and age. On a scale of one to 10, with one being the least important and 10 being the most important, the rankings were 2 (1) tooth (2) hallux (3) thumb (6) breast, ear (7) foot, hand (8) arm (9) nose, leg, eye (10) tongue. Socioeconomic or sex diff~rences had little effect on the results. The sex-specific parts tended to decline in relative preference with.age, while the rankings of the majority of the other bodily parts fell into clusters whose rankings remained quite consistent.
Weinstein (1967, 458-5_61) compared the previous results with data on women who had had mastectomies. The Ss were 538 women with unilateral mastectomies 227 right, 2~5 left; mean a.ge 54 years; (range 30-79 years) performed from.two to nine year~ earlier, and 52 women with ·bilateral mastectomies mean age 55 years; (range 40-69 years). Replies were received from different areas in the United ·states. The study indicated that a mastectomy does little to modify the relative value of the bodily parts. Although the subjective value of the breast is slightly reduced following amputation, it continues to maintain the same relative position of importance and similar mean rank.
The loss of a breast is certainly not·an easy experience for any woman, especially in our culture, which places so high a value on the breast. For some women, the loss of the breast can be devastating because of the feeling that women's position in life depends on maintaining well-formed bodies. For some women, the loss of a breast signifies a profound lowering of their value as a person and makes them feel less acceptable to others. A basic pattern of social adaptation has been disrupted, and as a consequence profound feelings of degradation and unworthiness may develop. Mastrovito (1974, 141-143) , in discussing the psychological impact of mastectomy wrote that certain psychological factors involved in the loss of a breast have a greater effect on some women than others.
Mastrovito states that a woman who defines her femininity in terms of body shape is more adversely affected than a woman who places great emphasis upon physical activities and leadership functions, and has developed an ability to withstand stress and to solve problems through active intervention.
Some researchers postulate that psychological factors play a part in the etiology of cancer. For e~ample, Renneker (1963, 106-123) Whatever the etiology of cancer may be, the loss of one or two breasts would be traumatic to most women and the added fear that the cancer may return and possibly cause death, creates a double burden for the women to bear.
Several studies have been done on the anxiety and depression that may occur in the cancer patient. One such study was conducted by Craig and Abeloff (1974 , 1323 -1327 on 30 patients admitted consecutively to an oncology research unit in May.1972. The patients were given the S C L-90, a self-report symptom inventory that assesses the degree to which the respondent was distressed by each of 90 items during the previous week. The items are clustered into scores in nine underlying symptom dimensions; somatization, obsessive-anxiety, hostility, phobic anxiety, paranoid ideation,.and psychoticism. The first five dimensions were integral elements in the original Hopkins Symptom Checklist, which has been in use for over a decade in studies of psychiatric patients and has been widely validated in both pathologi~ and normal populations.
.
\
More than half of the cancer patients showed modera.te to high levels of depression, and about one-third had elevated levels of anxiety.
Nearly one-fourth had overall symptom patterns virtually identical to those seen in patients admitted to an emergency·psychiatric service.
~tudies reported thus far show. that.cancer may have an impact on the emotional well being. of the patient. The fear of possible death that one lives with day by day is difficult to deal with. When body disfigurement (such as one experiences with the removal of the breasts)
is involved one has to contend not only with the fear of death but also with the visible insult on the body from which one cannot escape) Asken (1975, 56-59) expressed the belief that emotional suffering outweighs physical suffering in mastectomy cases. Generally the predominant psychological reactions to mastectomies represent a sense of mutilation and a loss of feeling of femininity.
There are many facets of emotional suffering with which a mastectomy patient must deal. Klein (1971 Klein ( , 1660 Klein ( -1664 says that the mastectomy ~atient, in order to return to emotional· equilibrium must: (1) accept the loss of her breast by fully mourning for that loss which necessarily includes fear that she ·might .. lose a husband or even, ultimately., her life;
(2) rein~egrate a self-image worthy of love and ·the.rewards of life; and (3) begin to make peace with the albatross of potential recurrence with which she will have to live for the next five to.ten years.
The emotional suf fer~ng that may occur after a mastectomy may have an impact on the patient's marriage. Anderson (1974/75, Vol 28, 10-12) whose wife had a mas.tectomy, says, that a catastrophic psychological shock occurs when a woman has a breast remoyed. A woman needs assurance ! that her husband desires her;.because she te~ds to feel undesirable.
Occasional+y, the husband·may feel that his sexual compatibility is contingent on a total-body.image and this ·is basic to a successful marriage.
He may regard the operation as one that destroys -the relationship.beca~se it is a threat to his sexual satisfaction.
Jamison, Wellisch and Pasnau.(1978, 432-436) .administered a questionnaire to 41 women who had undergone a mastectomy. A control group was not used. Included in the questionnaire were items devoted to the effect of mastectomy on sexual adjustment. These women.were asked pre and post-operative open-ended questions aealing with frequency of intercourse, rating of spouses' reaction, effect on coital O!gasm, sexual satisfaction in·relationship to rating of spouse's reaction.
In the questions using a rating of no change in sexual activities and attitudes, 74 percent of the women interviewed reported no change.
The investigators attributed this high percentage to the fact that the sample was composed of older, married Jewish women from a higher social class who were better educated, more financially stable and better informed medically than the general population of women who underwent mastectomies. Thus, the results of this study may be biased.
Other questions that were included dealt with (1) general demographic characteristics of the sample (2) findings pertaining to the mastectomy procedure itself (3) general emotional and physical adjustment before and after maste~tomy.(4) comparison of women who reported suicidal ideation after mastectomy with those who .did not and (5) comparison of women younger than 45 !ears with women over 45 years. It was found that women who discovered a lump wait~d more thari three months to l consult their physician. · Eighty-eight percent of these women had their mastectomy immediately following the biopsy. The emotional adjustment to the surgery was described by 60 percent of the women as very good, 23 percent good, seven percent adequate and ten percent not very good.
A·section of questions dealing with clinical depression was ineluded and it was found that 24.4 percent of the· women stated that they had suicidal ideation after the m~stectomy; 35.9% percent reported an increase in usage of tranquilizers and 15.4 percent reported an increase in the use of alcohol. Jamison et. al. (1978, 432-436) recommended that future studies use two cont.rol groups: a postoperative group of general surgical patients to tease out the effect of surgery, and a group of women who have had surgery such as a hysterectomy for uterine cancer to separate out the effects of surgery for a life-threatening disease. The study did not deal with the issue of death and the possibility of metastases and/or a second mastectomy because it was felt that such questions should be dealt with using an interview format rather than through a questionnaire.
A woman has two areas that are important factors in the sexual relationship. The vagin~ (called the primary sexual area) and the breasts (called the secondary sexual area). The studies dealing with the effect of mastectomies on emotions and sexual attitudes have been discussed. The investigator feels it is relevant to present available studies that have been done on the possible effects that a hysterectomy (which involv~s the primary sexual area) may have on a woman's emotional and sexual life.
Green (1973, (442) (443) (444) states that women who have preopera~ive conflicts in sexual identity and those who have had a history of somatic disturbances related to the uterus are more likely to have greater problems in adjusting to a hysterectomy. Polivy (1974, 4.17-426) in discussing womens' psychological reactions to hysterectomies, generally agreed with an earlier conclusion of Bard (1955, 656-671) . Both authors felt that a woman's "identity" is related to her concept of personal "femininity" which is composed of many factors including physical attractiveness and ability to bear children. A woman's breasts, genitals and re~roductive organs in relation to her own self-evaluation, are essential to her adaptation. Polivy concluded that loss of sexuality has no biological foundation in human subjects, excluding procreative functions--if a decrease of sexual appetite occurs after surgery it has a psychological base rather than a physical one. To this hypothesis Polivy directs her review and quotes studies which have dealt with the woman who has undergone a hysterectomy.
I ' Polivy regards the loss of the uterus as an assault or injury to a woman. The feeling of loss is somewhat parallel to that reported in the studies done on mastectomies in that concern is directed to a loss of sexual de~ire, ability to respond sexually--culminating in the loss of the husbands' interest. Polivy quoted Menzer (1957, 379) who found that women who reacted well to hysterectomies were.tho?e· who used their intellect to deal with the emotional effects of the operation. Polivy also quoted Hollender (1960, 498) .who examined data obt~ined from females admitted to Syracuse Psychiatric Hospital. Pelvic operations seemed to be the prec~~ita~ing factor in 4.5 percent of admissions at this institution as compared with a rate of 2.5 percent foi other types of operations.
Since 33 perc~nt of hysterectomies are done without pathologic findings, Barker (1968, 91-95 ) said a hysterectomy may be a way of dealing with the neurotic woman and possibly many women ·who are candidates for a hysterectomy may be emotionally disturbed before the operation.
Another study concluding that sexual dysfunction was psychologically caused by hysterectomies was done in England by Dennerstein; et. al. (1977, 92-96) . Thirty three patients were interviewed and 37 percent complained of an immediate deterioration of their sexual relationships, resulting in a loss of desire for sexual intercourse.
As in the Polivy report, the investigators talked about the symbolic importance of the uterus to the feminine self-image of many women.
The control group were women who had undergone oophorectomy (which leaves the uterus intact, but removes the tubes and ovaries). Dennerstein (1977, 92-96) found estrogen therapy to be of no benefit in the treatment of "the decreased or absent libido" following both hysterectomy and oophorectomy. The investigators concluded that it was not known what effect, if any, estrogens and progesterons have on human sexual behavior. The psychological expectation of what the outcome of the operation would be seemed to be the determining factor that influenced the outcome of the response.to the surgery.
Conflicting results appeared in a study done by Meikle (1977, 36-41) . Fifty-five hysterectomy ~atients we~e comp~red with 38 patients undergoing cholecystectomy and 60 having tub.al ligation·s. The Profile of Mood States was used as the index for the study. It was found that no special psychological disturbance occurred as a result of a hysterectomy in compariso~ with the control group which had a cholecystectomy (excision of the gall bladder). Meikle discussed the psychological importance of childbearing and the emotional damage which may occur if this ability is remov~d. His findings did not support the hypothesis that a hysterectomy results in a greater degree of mood disturbance· than does surgery procedures of other organ systems.
All four of the studies which involved hysterectomies discussed identity and the symbolic importance placed on the organ which is to be removed. The emotional attachment that one places on the lost organ seems to play an important part in the adjustment period following surgery.
The prevailing view seems to be that both mastectomies and hysterectomiesmay have a disturbing· influence on sex life after surgery, which may be caused by removing organs that are physically and psychologically involved with the sexual act. A comparison of sexual behavior between two groups of women before and after surgery would be of interest because the differential effects that mastectomies and hysterectomies have on the sexual lives of women may indicate a different value placed upon the breast or uterus in relation to sexual feelings and behavior.
STATEMENT OF HYPOTHESIS
The psychiatric and psychosomatic journals have reported several studies involving psychological factors that 'play a part in the etiology of cancer and the emotional disruption that occurs after cancer surgery.
Few studies have been done that deal directly with the effect of mast-! ectomieson sexual behavior .using a control group of women who had undergone hysterectomies.
It is hypothesized that women who have undergone mastectomies will show a greater degree of change in reported sexual behavior as a direct result of surgery than women that have undergone hysterectomies.
CHAPTER lI

METHOD
Several physicians in the O~egon Metropolitan area and an ~rgan ization called the ~ugene Reach to Recovery Group were asked to participate in this study by provid~ng names of patients to whom two questionnaires would be mailed. Because of confidentiality the questionnaires were mailed directly from the off ices of the doctors and the Eugene Reach to Recovery Group.
A sex background questionnaire and the MMPI (Minnesota Multiphasic Personality Inventory) were used in the first mailings. A letter was enclosed which described the project and a -self-addressed return envelope was included. The name of the investigator was not used. The questionnaire was returned to a box office number.
The sex background i~ventory consisted of 14 background inf ormation questions, and ten before and after su~gery questions which in.eluded _information about sexual attitudes and behavior. A rating scale was used which had a range of one to five for all variables.
It was the intention of the inves~igator to have a scale to measure anxiety and the MMPI was in~luded in the first fifty mailings.
After a return of five out of the first 50 mail~ngs, the decision was made to eliminate the MMPI to encou~age a higher percen~age_of .~eturn.
A total of one hundred questionnaires were mailed, fifty questionnaires to women who had undergone mastectomies and fifty questionnaires to women who had undergone hysterectomies.
Thirty-four women responded. Women who had mastectomies made up the experimental group and (N = 18) responded. Women who had hysterectomies made up the control ·group and "(N = 16) responded, which consisted of 15 women.who had benign hysterectomies and one woman with a malignant hysterectomy.
DESCRIPTION OF SUBJECTS
The average ages of the two groups of women and their husbands was calculated and is shown in .(Appendix A). The difference between the mean ages of the two groups.was tested with Students' _!:_and no significant difference was found (t = 0.927, p < .05).
Over 90 percent of the women in each group were married. The ex-( perimental group had been married an average of 23 years and the control group·an average of 19.5 years. Over 90 percent of the marriages were first marriages. The experimental group had 17 first marriages, one divorced, no widowed and no singles. The control group had 14 first marriages, one divorced, no widowed and one single.
The educational backgrounds of the two groups were very similar.
The control group included five high· school level, 10 college level and one masters level. The experimental group included five high school level, 12 college level and one masters level.
The mean income was $27,805 for the experimental group and $33,133 for the control group. Since the distributions of incomes for both groups was quite skewed the Mann Whitney U test was done to see 13 if the groups differed on average income. The results indicated the groups did not differ significantly (U = 109.5).
CHAPTER III
RESULTS
The differences in the average responses for the two groups to each of the items was tested with Student's!.. (Table I) The difference between the means for each group was tested with Student~s !. for correlated groups (Table II) . The mastectomy group reported a substantial decrease in their desire for intercourse following surgery (t = 1.76; p < .05) on the before and after portion of question two. The hysterectomy group showed no change.
The hysterectomy group reported a decrease in sexual satisfaction (t = 1.77; p < .05) on the before' and after portion of question six.
The mastectomy group showed no change. · · · · · · · · · · · · · ·x· · · ·s · · .N ...... ·x·. s· 
CHAPTER IV
DISCUSSION
The difference that occurred between the two groups on question ten, involving the importance of the breasts in the sexual act, shows that the focus of the mastectomy group had changed following surgery in that the breast was no longer considered an important part of the sexual act. It would ·be reasonable to consid·er that the surgery had played an importa~t part in bringing ab9ut this reduced importance.
The mastectomy group showed a significant difference in the t test of the difference between means on question two reporting a decrease in the frequ~ncy of intercourse. The hysterectomy group reported a decrease in sexual satisfaction following surgery.
There could be many contributing factors relating to the mastectomy group's change in attitude regarding the importance of the breast during the sexual act. Culturally, the breast has been associated with the sexual act and to have the breast removed and replaced by ugly scar tissue would require an emotional adju~tment. It is reasenable to consider that the removal of the breast may have had some effect on one's sexual relationships, requiring a long range adjustment. For some, this adjustment may he accomplished overtly through the support and counsel of others and for others overtly as Menzer (1957, 379) found by the woman using her intellect to deal with the ,,,,........ vw anxiety that occurs.
The difference that occurred between the two groups on question ten involving the importance of the breasts in the sexual act differ from the Weinstein study (1969, 458-561) on the importance of bodily parts before and after a mastectomy. The Weinstein study reported the same relativ~ importance and similar mean rank before and after surgery. However, the mean age of the women in Weinstein's group with unilateral mastectomies was 54 years (range 30-79) and bilateral mastectomies was 52 years (range 40-69). The group in this study was on the average seven and one-half years younger than those in the Weinstein study. This study may represent a more sexually active .age group which could be reflected in a different attitude regarding the breast.
~astrovito (1974, (141) (142) (143) talked about a woman's adjustment to surgery in terms of the relativ~ importance she places on her breasts in helping her to define her femininity and suggested that a woman's \ copinz abilities are greater if she has learned to use outside achievements t:o :reinforce her feminine concept. This is ~ot easily accomplished when one considers the influence that television, movies and fashion magazi?es play in reinforcing the correlation between sexual desirability and body image to the American woman. American women from early childhood are bombarded with this specific kind of input. Unless a woman is fortunate enough to possess an exceptional amount of inner confidence, or lives in a strong support system that enforces.her selfworth and femininity on a level apart from her physical attributes, she may have an extremely difficult time adjusting to a situation which takes away a part of her body that she has previously associated with her sexuality and femininity~
The differences found in the t test of the difference between the means of the mastectomy group are interesting. In question two the mastectomy group reported a significant decrease in desire for intercourse. This difference suggests that the surgery· could have been a strong variable contributing to this change. The primary sexual organ (the vagina) was not involved in the surgery .but the women's attitude toward intercourse had changed~ Much speculation could be done on the variables that contributed to this change. One important factor would be the loss of the breast and the feeling of inadequacy that follows.
Another variable to consider would be depression which was shown in the study of Craig (1974 Craig ( , 1323 Craig ( -1327 . The depression shown by these cancer patients was similar to patients admitted to an emergency psychiatric service. Such a severe degree of depression, if it does occur, could manifest itself in a decrease in sexual desire.
Jamison et aL, (1978, (432) (433) (434) (435) (436) quoted several wom~n 1 s impressions of the mastectomy procedure and its effect on their sexual relationships. One remark was particularly supportive of the results of the present study. "I have always enjoyed sex with the person I love to a great extent and have been multi-orgasmic. This is over because love from a man is. I am now a fre~k; I couldn't inflict this upon a man." Also from the Jamison study, "My d~ep depression has destroyed my libido, I have no sex drive at all." Two women in the present study expressed similar feelings somewhat more succinctly. "Wish I could say to hell with it all," and, "If I could only forget my deformity."
These women are expressing a psychological change brought about by a surgical procedure. Perhaps as Menzer (1957, 379) s~ggests, it would be of benefit for the physician and hopefully an attending psychologist to have some index of .the patient's emotional stability before and after surgery. This information could help in determining what support system would be of benefit to the patient's emotional adjustment to the surgery .
. In the present study, the hysterectomy group reported a significant ·decrease in sexual satisfaction with their mates follow~ng surgery.
Polivy (1974, (417) (418) (419) (420) (421) (422) (423) (424) (425) (426) and Dennerstein (1977,92-96) both state that the loss of sexuality has no bi~logical foundation in human subjects. However, if the desire for intercourse is present and satisfaction is decreased, variables contributing to this change should be considered.
There may be an imbalance in the hormonal ou_tput after· s~rgery resulting . I in the glands secretip.g. less lubrication fluid which could result in great discomfort during intercourse. There are replacements for the lubricating fluid, however, some w~men may not be aware of this and be hesitant to discuss this problem with their physicians. ·Another variable may be depression, which, if present, before the surgery could be increased through the trauma of the·s~rgical procedure. Barker (1968, 91-95) has reported that 33 percent of hysterectomies are done without pathologica~ findings. Many women seek~ng a hysterectomy may have psychological problems that make it difficult for them to deal with a situation that requires adjusting to the bodily chCJ?ge that may be brought about through surgery. This could have a direct effect on a woman's sexual response and attitudes re~lecting itself in decreased sexual satisfaction.
CH.APTER V
CONCLUSIONS
The mastectomy group showed a greater degree of change in their sexual behavior than the hysterectomy group. The mastectomy group reported a decrease in the-importance of the breast during the sexual act after surgery, and a decrease in their desire for intercourse after surgery. The hysterectomy group reported lowered sexual satisfaction after surgery. The changes reported in this study alth~ugh relatively small are statistically s~gnificant.
The women in this study were from a higher economic and social class and were better educated than women in general. The mean combined family income for the women in this study was $36,500 as compar~d to the 1976 national mean family income of ·$14,022 (Cleveland, 1978-9) .
Sixty-nine percent of. the hysterectomy group and seventy-two percent of the mastectomy gr~up had college degrees. It may be that the women in this sample were better able to afford some type of supportive therapy and had better tools to work with. ~h~ sample, because of the high income and education level, may reflect some bias. The questionnaires were randomly sent but the women in both groups who responded seem to represent a definite socio-economic class of our soci~ty.
It is of interest to note that this is the first research study done on mastectomies that used a control group. Hysterectomy Group:
Before surgery:
Be more aggressive sexually and less fatigued.
Be able to create more desire in my mate.
After surgery:
The responses were similar to the before surgery responses.
Mastectomy Group:
More responsive and ~ggressive.
More accepting of my body.
More orgasms.
Greater sexual understanding.
Fewer inhibitions.
Forget' deformity.
Desire to have breast back.
Wish I could say to hell with it all.
Both groups expressed the desire to be more aggressive sexually in the before surgery· questions. It is interesting to note that the mastectomy group placed more emphasis on orgasms before or after sur- Hysterectomy Group:
That he could·be as turned on by the rest of my body as he is by my ·breasts.
Not always wait for a "go" signal from me. He's so considerate it makes me feel guilty.
Not go through a session of fondling, groping, etc. before I get up every morning. ·It's like a ritual. Feel like a toy.
Lack of fore-play.
Better erections.
More affection.
Lack of patience or understanding of change in me because of vaginal dryness due to surgery.
I like my husband the· way he is.
No chB;nge'.
Just have a.good erection.
Mastectomy Group:
To be able to have a hard erection.
More sexual fore-play.
Try a little tenderness.
After surgery:
To be able tq have a hard erection.
More mental sexual fore-play.
I don't want him to look at me without my clothes on.
I wish he· would feel more at ease with me.
It appears tha~ the two groups in both .the before and after questions are equally interested in better· erections and more sexual fore-play.
The questionnaire ended with, ·"Please list any personal feelings that you feel may be helpful to others in relation to your hysterectomy or mastectomy."
Hysterectomy Group:
I do not see why a hysterectomy should make a difference .except the woman can be more relaxed. I think the rest of it is mind over matter. I enjoy sexual relations even though I may not have an orgasm.
'
Really feel hysterectomy didn't affect.~our lives at all.
Accept it and make the'.best of it. If. a hysterectomy comes in the thirties it can me~n you are finished with the monthly periods and it is great.
Too many women use the excuse of "tired, my hysterectomy, bad back, etc." as an excuse for non-sexual relations. They need to be able to openly talk with their mates about unsatisfactory sexi.tal relationships. Something needs to be done about connnunication between people, married or unmarried.
The surgery removed a continuing fear of cancer or unusual bleeding.
After the.operation, the complete freedom from periods, bleeding and contraception worries gave me a whole new outlook.
Great, wish I had it done long before.
I was having a lot of emotional problems. The doctor prescribed Elavil. This has helped me. I am normal again. My entire postoperative adjust~ent hinged' on my husband's reaction; Fortunately each of us fills many needs \besides sexual needs.
I am not the one to: ask. My husband and I have never had a good sexual relationship. The·mastectomy certainly didn't help our situation. I think I'd much rather have a hyster-· ectomy than a mastectomy ••. at least you can hide it.
Our sexual relationship improved after my surgery because my husband began to have more ~oncern for my sexual needs. -He was extremely supportive after surgery ••• it, in fact, brought us closer tog~ther. The loss of a brea~t in itself made no difference, but the trauma of having cancer made us both appreciate each other even more.
Both groups have placed a great emphasis on the attitude of the husband and the support that he ~ives after his wife has undergone surgery. It appears that-the· mastectomy patient places a slightly greater importance on the husband's attitude, which may reflect her need fo~ greater· support than the.woman who has undergone a hysterectomy.
